instances produce lardaceous change in the kidneys (instead of nephritis) and other organs. It was quite possible that the albuminuria in this case was due to lardaceous disease, for the absence of a lardaceous reaction in the casts did not exclude lardaceous disease of the kidneys.
Dr. HERRINGHAM replied that he did not think that the kidneys were generally lardaceous in these cases of rheumatoid arthritis, and that those cases which ended with nephritis generally showed ordinary nephritis and not lardaceous disease. He proposed to follow Sir Dyce Duckworth's suggestion and try large doses of iodide of potassium. That condition of liver had entirely developed in the last two years. Impaction of Large. Calculus in the Lower End of the Right Ureter.
By ALBERT CARLESS, M. S. P. H. A., MALE, aged 29, admitted to hospital for supposed stone in the kidney. The history dated back one month only, but the patient admitted having lost weight during the preceding twelve months. One month before admission, after a long cycle ride, patient was seized with severe pain in the right loin and during micturition; no hematuria: pain lasted for one hour. A second attack occurred one week later, and was much more severe, lasting for some hours; it began in the right loin, but was referred down the inner side of the right leg and settled deeply in the right ilia(, fossa. Since then the patient complained of a sharp cutting pain in the hypogastrium, even when lying in bed, and some discomfort on micturition. The urine was passed at normal intervals; it was cloudy, but contained no blood. The pathologist reported that there were no tubercle bacilli, but a little pus and large numbers of the Bacillus coli. The patient looked ill and anaemic. The abdomen moved freely and was not rigid, but there was slight tenderness and resistance on deep palpation over the right iliac fossa,. The right kidney was not palpable, but was slightly tender. On rectal bimanual examination a swelling could be detected high up on the right side, and this could be shown with a sound in the bladder to be outside that viscus. Radiographic examination showed a large shadow, dense and ovoid, on the right side of the pelvis, and just below the brim.
July 9, 1909, Operation: Median laparotomy for exploratory purposes. The stone was located behind the bladder just below the pelvic brim, and extending upwards therefrom was the ureter, as large as a dilated coil of small intestine, filled with pus. The stone was movable laterally with the ureter, and could be displaced towards the right. An assistant keeping his hand in the pelvis and pushing it over, a lateral incision was made in the iliac region; the peritoneum was displaced forwards, and the distended ureter easily reached. A small incision was made over the stone, and the pus let out little by little, being swabbed away as it escaped. Finally, the incision was enlarged sufficiently to deliver the stone together with a gush of pus. The wound in the ureter was partially stitched up, but a large drainage-tube was introduced into and up the ureter so as to drain the kidney. A counteropening for drainage purposes was made in the loin, and the wound in the iliac fossa partly sutured after packing. The wound did not heal very quickly, but finally the patient did well. The right kidney is evidently not entirely destroyed, as urine escaped from the wound for a time, as indicated by the methylene-blue test.
The patient is now quite well and the wounds have healed. There is a ventral hernia in the groin, but this can be dealt with later on. The stone weighed when fresh 803 gr., and is evidently composed of uric acid.
DISCUSSION.
Mr. THOMSON WALKER said he had looked up the literature concerning large ureteric stones, and the largest he had found was one recorded by Bloch, which weighed 816 gr., very little heavier than that shown by Mr. Carless. Another described by Fedoroff weighed 780 gr. Mr. Carless's specimen was a small stone for its weight. A stone which Mr. Walker had removed from the lower ureter was not very much smaller, but it only weighed 224 gr. It would be agreed that such a large mass could not pass down the ureter without causing more symptoms than were present in this case; so it must have come down as a small stone and grown in the ureter. This patient had a stone in his ureter with a sac of pus behind it, yet he had very little pus in his urine. This pointed to the presence of a stricture below the stone, a not infrequent complication of such large fixed calculi. But the fact that all his wounds had completely healed was against the idea of stricture; because if there were a stricture of the ureter a fistula would remain. It might be taken for granted that in such cases the kidney of the same side was destroyed. The fact that a kidney was discharging fluid did not necessarily mean that the organ was functionally active. The fluid might be merely water tinged with pus. He thought it might be concluded that in this case the kidney was very seriously damaged, if not destroyed. With regard to the exploratory laparotomy, there was enough evidence of stone in the ureter to obviate a laparotomy. He would have gone straight on to the extraperitoneal operation on the ureter. Most surgeons had given up removing these stones through the peritoneum, as a good exposure of the ureter could be obtained without opening the peritoneum. There were two dangers in the transperitoneal method: first, that most of these cases were septic and the peritoneum would be infected; and, secondly, that the urine might leak afterwards into the peritoneum. Though the peritoneal route had often been used, the mortality of uretero-lithotomy was very smallnamely, 1P6 per cent.
The PRESIDENT said that two years ago he removed a large stone from the right ureter of a woman in hospital. It was about the size of the thumb, cigar-shaped. He saw the patient more than a year afterwards, and there was then no evidence of stenosis of the ureter. But it was not a jagged stone, though slightly nodular and irregular.
Mr. CARLESS, in reply, said that the intraperitoneal exploration was done merely to assist him in the subsequent removal, and in this it proved of the greatest service. There was no idea of any attempt to remove the stone across the peritoneal cavity. The exploration enabled him to see the condition of affairs and how the stone could best be reached, and it did not add to the risk of the operation.
Case of Trephining for General Epilepsy after an
Interval of Three Years.
By W. G. SPENCER, M. S.
THE patient was first seen in consultation with Dr. F. Norman in 1899, and was then aged 13. He was born after a premature breech presentation, and was a weakly child. The depressions on the skull were first noticed at the age of 1i. The first fit occurred when the child was aged 8, without any assignable cause; he was found lying on his face, and afterwards was semi-comatose. The fits recurred, sometimes with an aura in the shape of pain in the depressions of the skull, but more often with merely a giddy sensation just before the fit. The fits were general, and there was no evidence of sequence of spasms. A shallow depression existed on each parietal bone midway between the bregma and' the parietal eminence; it was 2 in. in diameter, less than 1 in. deep, and the inner margin was about I in. distant from the sagittal suture. Trephining was then advised. In 1904 the fits
